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ABSTRACT 
 
Lattice D. Sams: Adoption and Implementation of Preventive Dentistry Initiatives for 
Physicians by Medicaid Programs:  A National Survey  
(Under the direction of R.G. Rozier) 
 
 The objectives of this study are to: 1) identify Medicaid programs with initiatives 
in which non-dental primary care health clinicians provide preventive dental services for 
children; and 2) determine Medicaid dental directors’ perceptions of the attributes of 
these preventive dental initiatives.   
 A cross-sectional, web-based survey using QualtricsTM online survey software 
was administered to all state dental program managers. The survey included 50 items in 7 
domains. Descriptive statistics were produced using QualtricsTM. An analysis of the 
primary hypothesis that tested the effect of initiative attributes on adoption was based on 
Roger’s diffusion of innovation theory. Delivery of preventive dental services by 
physicians in Medicaid programs is becoming widespread in the United States. Adoption 
is affected more by perceived relative advantage of the innovation (e.g., the program is 
effective in improving access) than other attributes.
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INTRODUCTION 
Although the prevalence of dental caries has decreased markedly in the last 50 
years, it remains a serious problem, especially among young children, low-income 
populations, and minority individuals.1 About 40% of children have been affected by 
dental caries, known as early childhood caries (ECC) in children younger than 7 years of 
age, by the time they begin school.2 More than one-half of children in the United States 
have experienced decay by mid-childhood, and a majority of children have been affected 
by their late teenage years.  
ECC can cause significant pain and psychological trauma to young children.3 
Untreated dental caries also can interfere with growth, and provides a reservoir of 
infection for systemic spread.4 Mouradian et al.5 reported that substantial numbers of 
children are seen in the emergency room for untreated caries, and for some children, it 
represents their first dental visit. Gift et al.6 report that more than 51 million hours of 
school are missed annually by school-aged children because of oral problems. This 
number translates into 117,000 hours missed per 100,000 school aged children. 
Poor access to preventive and treatment dental services is a major barrier to 
improved oral health care in this country.7 Social status, race, ethnicity and insurance 
coverage are just a few of the factors that tend to affect access to care. For instance, 
studies show that children living in poverty are more likely to have untreated cavities 
than their more affluent counterparts, and one out of four poor children fails to visit a 
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dentist before beginning elementary school.7,8 The US Government Accountability Office 
reports that among children 2 through 5 years of age who are members of a family with 
an income less than $10,000, nearly one in three has at least one decayed tooth that is not 
treated.8 Alarming differences also can be seen when comparing the oral health of 
minorities to that of whites.7 Hispanic and African Americans are more likely to have a 
larger amount of untreated disease regardless of their socio-economic status.9  
Although Medicaid includes dental coverage, children with public insurance 
experience huge obstacles in obtaining care.10 One out of five children who have 
Medicaid insurance need dental treatment.11 One study of 35 states found that only 16% 
of dentists actively participated in state Medicaid programs.12 Medicaid has not been able 
to fulfill its mandated requirements when it comes to dental care for low-income children. 
Primary care physicians and other non-dental healthcare providers involved in the 
care of pediatric patients can play a part in filling the gaps in access to dental care for 
low-income children. Primary care physicians see very young children much more often 
than dentists because of the frequent visit requirements of well-child periodicity 
schedules for children younger than 3 years of age. Well-defined guidelines and effective 
preventive procedures for preschool aged children also are available for use in medical 
practice.10 Preventive procedures such as oral screenings, parent education and 
anticipatory guidance, dental caries detection, referral, and topical fluoride application 
are some of the services non-dental providers can perform. 
Beginning in the late 1990’s, state Medicaid programs began encouraging primary 
care clinicians to provide preventive dental services for preschool-aged children. These 
programs were first developed in Washington State and North Carolina as a way to 
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increase access to preventive dental services and reduce the burden of dental disease in 
very young children. These programs also were viewed as a way to improve access to
Dentists’ services through the referrals that physicians could provide. These programs 
were distinguished from previous dental services that physicians might have provided 
primarily by additional reimbursement for care and their more comprehensive nature, 
particularly the expectation that application of fluoride varnish should be part of 
preventive dental care provided in medical offices. 
The American Academy of Pediatrics recently reported that almost two dozen 
state Medicaid programs have some type of initiative in which physicians and other 
primary care clinicians provide preventive dental services.13 Yet exactly how many 
functioning programs exist in the United States is unclear. Little is known about these 
programs beyond some limited information about the benefits included in insurance 
coverage. Further, these initiatives usually are defined for purposes of recording state-
level implementation by the present of only one benefit, fluoride varnish.  
The purpose of this study is to conduct a national survey of state Medicaid 
programs to determine: 1) the number of state Medicaid programs in which non-dental
 primary health care providers deliver preventive dental services for children and their 
stage of adoption; 2) the characteristics and perceived attributes of these initiatives; and 
3) the experiences of Medicaid programs in developing and implementing these 
initiatives. We also test the relationship between perceived attributes of these preventive 
dental initiatives held by Medicaid dental program managers and stage of adoption. We 
surmise that information on perceptions of initiative attributes held by program managers 
will be useful in understanding the diffusion of these preventive dental initiatives in state 
 4 
Medicaid programs and ways in which they can be more easily implemented by other 
state programs.
  
REVIEW OF THE LITERATURE 
Dental Caries Problem 
Although the prevalence of dental caries has decreased markedly in the last 50 
years, it remains a serious problem, especially among young children and individuals of 
low-income and minority status.1 More than half of children in the United States have 
active decay by mid childhood, and a majority of children have had decay in their late 
teenage years. Before starting elementary school more than 40% of children have been 
affected by dental caries.2 In a workshop held in 1999, dental caries affecting primary 
teeth, or ECC, was defined as the presence of 1 or more decayed (noncavitated or 
cavitated lesions), missing (due to caries), or filled tooth surfaces affecting a child 
younger than 72 months of age.14,15  
 ECC can progress rapidly once the tooth erupts and its causes are known to be 
multifactorial. 16,17 Evidence suggests that there are three phases in the process of ECC 
development. The first phase in the initiation process is primary oral infection by 
streptococci mutans. That phase is followed by accumulation of these organisms to 
pathogenic levels as a consequence of frequent and prolonged exposures to cariogenic 
substrates. In the third phase a rapid demineralization and cavitation of the enamel occurs 
resulting in rampant dental caries.18,19 Because of its multiple causes, prevention 
strategies also must be multifactorial. 
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ECC can cause significant pain and psychological trauma to young children.3 
Untreated dental caries can interfere with growth, and provides a reservoir of infection 
for systemic spread.4 Mouradian et al.6 reported that substantial numbers of children are 
seen in the emergency room for untreated caries, and for some children, it represents their 
first dental visit.5 Gift et al.6 state that more than 51 million hours of school are missed 
annually by school-aged children because of oral problems. This number translates into 
117,000 hours missed per 100,000 school aged children. 
Socioeconomic Status, Ethnicity and Access to Dental Care 
 
The American Academy of Pediatrics explains that ECC emerges within all 
cultural and economic pediatric populations; however, it approaches near epidemic 
proportions in minorities and those with low socioeconomic status.20 Black children have 
more cavities than white children; Hispanic children more that black children; and, 
Native American and Pacific Islanders have the highest rates of all children.21 Sadly, the 
rates of decay can continue after early childhood and pose a threat to the other teeth as 
the child matures.22 Most of the dental problems experienced by minorities and low-
income children are preventable and treatable.
Minorities and low-income populations have less access to primary care dental 
services than the general population.23 As a consequence of limited access to dental 
services, poor children have five times more untreated dental caries than children in 
higher income families. Among children 2 to 5 years of age living in families with 
incomes below $10,000, nearly one in three had at least one decayed tooth that have not 
been treated.8,24 Edelstein found that one in five children living in homes with incomes 
below the Federal poverty level had a dental visit for dental pain or a related problem.24 
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In large part, programs to provide access to dental care for low-income populations have 
failed to provide adequate access, and experimentation with new strategies are needed. 
Public Dental Insurance and Access to Dental Care 
 Lack of dental insurance is one of the many problems that affect access to care.  
Some low-income families who cannot afford dental care may have children who are on 
Medicaid, SCHIP or remain uninsured. Medicaid is the largest public health insurance 
program for low-income people. The Early Periodic Screening, Diagnostic, and 
Treatment (EPSDT) was created within Medicaid to ensure that children receive medical 
and dental services. States must provide comprehensive medical and dental services for 
all children enrolled in EPSDT.8 
Even though a large proportion of low-income families have dental coverage, 
many still do not have sufficient access to dental services.  One out of every five children 
who have Medicaid needs dental treatment.11 One reason children with Medicaid 
coverage do not receive care is a shortage of dentists who provide Medicaid services. 
Medicaid alone has not been able to fill the void in access to dental care. 
In 1996 the Congressional Research Service realized that a majority of low-
income children were ineligible for Medicaid because of restrictions of benefits to certain 
low-income categories. The State Children’s Health Insurance (SCHIP) program was 
created in 1998 for families whose incomes were low, but not low enough to qualify for 
Medicaid. It is important to note that coverage of dental services is not mandatory for 
children under SCHIP, but if a state elects a Medicaid expansion it must offer the same 
comprehensive benefits package.8 However, SCHIP dental benefits are available in all 
states. 
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Studies in states such as Iowa, Kansas, North Carolina, Pennsylvania and 
Colorado have shown that SCHIP results in a significant improvement in access to dental 
care.25 One of several studies in North Carolina found that unmet dental needs declined 
from 43% to 18% in school-aged children one year after implementation of the 
program.25,26 Kansas saw an even greater improvement in access to care, with unmet need 
for dental care declining by 70%.25,27 Isong and Weintraub28 found that children with 
SCHIP dental benefits in California were as likely as children whose parents received 
employee-sponsored insurance to have a dental visit and twice as likely as children in 
Medicaid.25 
Physicians’ Role in Providing Dental Services and Increasing Access 
 The American Academy of Pediatric Dentistry (AAPD) guidelines recommend 
that every infant receive an oral health risk assessment from his or her primary health 
care provider or qualified health care professional by 6 months of age. These guidelines 
also suggest that parents and caregivers establish a dental home for infants by 12 months 
of age.17 A dental home provides access to preventive dental services and helps establish 
oral health habits that meet each child’s unique needs and keep them free from dental 
disease.20  
As mentioned previously, finding a dental home can be problematic for lower 
income families. Fortunately, the American Academy of Pediatrics (AAP) like the AAPD 
also recommends that primary healthy care professionals, including pediatricians develop 
the knowledge base to perform oral health assessments of patients beginning at 6 months 
of age to identify and address known risk factors for ECC.20 This recommendation is 
extremely important because pediatricians and family physicians are much more likely
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than dentists to see children during the first three years of life when ECC can begin.3 
Almost 90% of poor children have a usual source of medical care, and 74% of poor 
children 19-35 months of age have received all of their recommended vaccinations.29 
Because of well-child visits, primary care health professionals who care for children 
before two years of age have the opportunity to provide oral health screenings almost 
seven times more frequently than dentist do.30 
 While the causes of disparities in children’s oral health and access to care are 
many and complex, one problem is the long-standing separation of medical and dental 
systems.5 The U.S. Surgeon General’s National Call to Action7 concluded that curricula 
for training of primary care health professionals and continuing education courses should 
include content on oral health and the associations between oral health and general 
health. Similarly, the AAP20 agrees that instruction about the infectious and transmissible 
nature of bacteria that cause early childhood caries and methods of oral health risk 
assessment, anticipatory guidance, and early intervention should be included in the 
curriculum of all pediatric medical residency programs and postgraduate continuing 
medical education curricula. A survey of residency directors supports the premise that 
oral health education, prevention knowledge, and disease recognition skills should be a 
component of residency training in pediatrics. However, the time dedicated to teaching 
about oral healthcare average was found to be only about 4 hours.30  
Pediatricians may be the only source of oral health services for many low-income 
children at an early age. Among young children who have experienced dental caries, a 
professional, preventive intervention presumably might have reduced or eliminated the
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 incidence of disease and averted substantial interference with quality of life.10 By 
increasing their involvement in oral health prevention during well-child care visits, 
pediatricians might be able to play an important role in improving the dental health of 
their patients who have difficulty obtaining access to professional dental care.1 
Lewis et al.1 point out that pediatricians and other primary care providers already 
have an established role in the prevention and early identification of health problems and 
thus routinely provide age-appropriate anticipatory guidance on a variety of topics. The 
involvement of primary care providers in oral health could ultimately bridge the gap in 
access to care and improve oral health in all children, including low-income and minority 
children. Once medical teams are properly trained they may be able to assist dental 
professionals in alleviating dental access problems for children in America.   
Need for Training of Primary Care Medical Providers in Oral Health 
Almost 20 years ago, Park et al.31 expressed their opinion that “physicians can 
provide a valuable service to their patients by screening for dental and oral-cavity 
diseases.” More recently, Wolfe and Huebner32 stated that it is imperative that “front-
line” professionals—pediatricians, family practitioners, obstetrician-gynecologists, 
physician assistants, nurse practitioners, head start coordinators, and other non-dental 
health and childcare providers—join with oral health care providers to ensure that health 
promotion and disease prevention efforts reach those in need. Yet, a study published in 
2003 found that neither pediatricians nor family physicians were trained to conduct 
screening for the early signs of ECC or to advise parents on how to prevent the initiation 
of this condition.3 Training will give these health professionals knowledge about how to 
integrate oral health care into their practices. Most Medicaid guidelines expect medical 
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professionals to provide child dental screenings, parental counseling, and referral as part 
of the EPSDT program. In order to meet these guidelines effectively, however, they must 
understand how and when to perform these tasks.  
 A recent national survey of graduates of pediatric residency programs found that 
73% recalled having a seminar on oral health of less than three hours, while 35% had no 
oral health training at all.  Sixty-one percent of those same residents felt that their training 
was insufficient.  Even if residents did receive training, only 14% were able to clinically 
observe a dentist. Results of this study imply that it is important to provide basic training 
about oral health to physicians before they participate in preventive dental service 
initiatives; whether it be a refresher course or additional information to build upon a 
foundation already established.33 
 Untrained physicians may not be able to provide quality oral health care to young 
patients. For example, in this national study of pediatricians referenced in the previous 
paragraph, those who had developed oral health service skills during their training were 
more aware of the limitations in children’s abilities to practice to their oral hygiene self 
care than their untrained counterparts who thought children could be responsible for their 
own oral hygiene care at ages seven years or younger. The study also found, however, 
that both residents who had previous oral health training and those who did not were 
unaware of exactly what age children should have their first dental visit, with the 
response being between 2.23 and 2.62 years of age.33
 Providing training through continuing medical education (CME) could possibly 
help alleviate these types of misunderstandings. Lewis et al.1 state that pediatricians will 
require adequate training in oral health in medical school, residency, and in continuing 
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education courses—having dental professionals provide such instruction would enhance 
acquisition of hands-on skills and could encourage future professional collaboration and 
cross-referrals. Courses have been developed to train physicians during their residencies 
and after they are in practice. CME training in North Carolina as part of the Into the 
Mouths of Babes initiative includes topics such as, children’s dental development, 
common dental diseases, risk factors and their assessment, prevention of ECC, screening, 
referral, parental counseling, and fluoride varnish application. Training formats include 
didactic classroom or in-office sessions, and hands-on training for physicians. Other parts 
of the training include newsletters, in office technical assistance by a dental hygienist, 
and telephone or email follow-up.34 
Another example of a training program for physicians is the OPENWIDE program 
designed to engage non-dental health and human service workers in an integrated dental 
education curriculum. This program began in Connecticut in 2002. According to the 
program’s guidelines it teaches providers the following four things: 1) to recognize, 
understand, and address the implications of oral diseases and conditions; 2) to recognize 
and address risk factors for oral diseases and conditions; 3) to provide anticipatory 
guidance and prevention interventions for oral health; and 4) to make appropriate 
referrals for oral diagnosis, definitive treatment, and maintenance. This program has 
customized presentations to meet the needs of specific audiences. Training sessions can 
be adapted to 45 minute presentations or last for half a day.32 
Problems Physicians’ Face in Providing Preventive Dental Services 
Although physician office-based preventive dental services seem to be one of the 
answers in helping to address problems with access to care, barriers with this model exist. 
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A study by dela Cruz et al.35 revealed two problems physicians face in attempting to 
provide preventive dental services—a lack of confidence in their abilities to screen for 
oral problems and referral difficulties. Although 90% of physicians referred infants and 
toddlers for dental care, more than 60% found that referrals were difficult when the child 
was uninsured or on Medicaid.  The study also found that confident providers were more 
likely to refer patients than those who were not confident. However 24% of physicians 
who referred were not confident in their ability to screen and perform risk assessments.35 
Similarly, Lewis et al.1 found that out of 854 pediatricians in a national survey, over one-
half reported that referring uninsured patients was difficult and more than one third 
reporting difficulty referring Medicaid patients.  
A study by Lewis et al.1 also found that although pediatricians believe that they 
have an important role in promoting oral health, they seem to be ambivalent about 
assuming greater involvement. Lack of knowledge also is a barrier. Being unfamiliar with 
oral health issues cause pediatricians to have uncertainty about promoting oral health. In 
addition Lewis et al.1 state that in order for pediatricians to incorporate promotion of oral 
health in their practices they must have sufficient knowledge of current preventive 
practices in dentistry. 
 Physicians can face many other obstacles and challenges when adapting 
preventive dental services into their practices. Many can find that integrating dental 
procedures into their regular practice is difficult because of time constraints. Patients who 
are scheduled with the physicians may have immediate problems that need attention. 
Lack of parental support and the small number of patients who present with decay can be 
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obstacles that physicians may experience. Some physicians may not see a lot of Medicaid 
patients and this may prove to be an obstacle for the provider. Addressing these issues 
through interventions hopefully will encourage more physicians to offer preventive dental 
services. Adding more oral health content to the medical school and residency curricula, 
providing continuing education courses for physicians already in practice, and 
incorporating office-based training to promote confidence in oral health services are 
needed to ensure the appropriate delivery of preventive dental services in primary 
medical care settings
Programs to Promote Medical Interventions for Dental Disease 
 Into the Mouths of Babes (IMB) was developed in North Carolina in 1999 and has 
continued to expand since then. The goal of this Medicaid program is to reduce the 
prevalence of early childhood caries in low-income children and ultimately reduce the 
burden of treatment needs. It was developed initially so that medical practitioners could 
help provide preventive dental services for young children because of the severe shortage 
of dentists in the state. Once the program was pilot tested and approved, it underwent a 
statewide expansion in 2001.36 
Each primary care provider has to be trained in order to participate in the program 
and receive reimbursement from Medicaid. Once training is completed doctors are able to 
perform a risk assessment and screening for ECC. They also are required to provide oral 
health counseling to parents often offering them patient education materials. If the 
provider detects dental caries or other dental conditions, they should refer the patient to a 
local dentist. They also are required to apply fluoride varnish to children’s teeth in order 
to receive reimbursement.36  
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Kids Get Care (KGC) is another program designed to provide preventive services 
to young, low-income children.37 KGC’s goal is to connect children in Washington State 
to a regular source of medical and dental care. This program uses a community agency to 
link children to the proper resource. Like IMB, Kids Get Care provides training for 
medical staff so that they can properly screen and identify oral health problems, apply 
fluoride varnish, and refer children to a dental clinic participating in the Access to Baby 
and Child Dentistry (ABCD) program. 
Outcomes of Programs to Promote Medical Interventions for Dental Disease 
About 38,000 preventive dentistry visits occurred as part of the IMB program in 
2000, the first year of the program.36 By 2002 those numbers increased to 40,000 visits, 
and reach more than 100,000 in 2007. Overall this program has improved access to 
preventive dental services for young Medicaid children in North Carolina.  
In the first year of the Kids Get Care program, 355 community staff and 184 
primary care providers were trained. These staff and primary care providers screened 
more than 5,500 children for oral health problems. One clinic doubled the number of 
fluoride varnishes they provided. The community in turn observed a big difference in 
children getting the care they needed.37 The development of successful preventive dental 
initiatives in states such as Washington, North Carolina and Connecticut has provided 
models for other states to follow in the development of their own programs. 
Conclusions of Literature Review 
 Dental caries is reported to be the single most chronic disease of children, but it is 
preventable.  Initiatives in which the medical professionals provide preventive dental 
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services could possibly bring about improvements in oral health in the United States, and 
result in improved collaboration among health professions to reduce the prevalence of 
ECC. Yet very little is known about the adoption and implementation of these initiatives 
in other than a few states.  Information from Medicaid policy makers and managers who 
have implemented or are in the planning stages for implementing these programs could 
help with diffusion of preventive dental services to young children and improve the 
quality of their dental care.
  
INTRODUCTION  
Although the prevalence of dental caries has decreased markedly in the last 50 
years, it remains a serious problem, especially among young children, low-income 
populations, and minority individuals.1 About 40% of children have been affected by 
dental caries, known as early childhood caries (ECC) in children younger than 7 years of 
age, by the time they begin school.2 More than one-half of children in the United States 
have experienced decay by mid- childhood, and a majority of children have been affected 
by their late teenage years.  
ECC can cause significant pain and psychological trauma to young children.3 
Untreated dental caries also can interfere with growth, and provides a reservoir of 
infection for systemic spread.4 Mouradian et al.5 reported that substantial numbers of 
children are seen in the emergency room for untreated caries, and for some children, it 
represents their first dental visit. Gift et al.6 report that more than 51 million hours of 
school are missed annually by school-aged children because of oral problems. This 
number translates into 117,000 hours missed per 100,000 school aged children. 
Poor access to preventive and treatment dental services is a major barrier to 
improved oral health care in this country.7 Social status, race, ethnicity and insurance 
coverage are just a few of the factors that tend to affect access to care.  For instance, 
studies show that children living in poverty are more likely to have untreated cavities 
than their more affluent counterparts, and one out of four poor children fails to visit a 
 18 
dentist before beginning elementary school.7,8 The US Government Accountability Office 
reports that among children 2 through 5 years of age who are members of a family with 
an income less than $10,000, nearly one in three has at least one decayed tooth that is not 
treated.8 Alarming differences also can be seen when comparing the oral health of 
minorities to that of whites.7 Hispanic and African Americans are more likely to have a 
larger amount of untreated disease regardless of their socio-economic status.9  
Although Medicaid includes dental coverage, children with public insurance 
experience huge obstacles in obtaining care.10 One out of five children who have 
Medicaid insurance need dental treatment.11 One study of 35 states found that only 16% 
of dentists actively participated in state Medicaid programs.12 Medicaid has not been able 
to fulfill its mandated requirements when it comes to dental care for low-income children. 
Primary care physicians and other non-dental healthcare providers involved in the 
care of pediatric patients can play a part in filling the gaps in access to dental care for 
low-income children. Primary care physicians see very young children much more often 
than dentists because of the frequent visit requirements of well-child periodicity 
schedules for children younger than 3 years of age. Well-defined guidelines and effective 
preventive procedures for preschool aged children also are available for use in medical 
practice.10 Preventive procedures such as oral screenings, parent education and 
anticipatory guidance, dental caries detection, referral, and topical fluoride application 
are some of the services non-dental providers can perform.  
Beginning in the late 1990’s, state Medicaid programs began encouraging primary 
care clinicians to provide preventive dental services for preschool-aged children. These 
programs were first developed in Washington State and North Carolina as a way to 
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increase access to preventive dental services and reduce the burden of dental disease in 
very young children.  These programs also were viewed as a way to improve access to
dentist services through the referrals that physicians could provide. They programs were 
distinguished from previous dental services that physicians might have provided 
primarily by additional reimbursement for care and their more comprehensive nature, 
particularly the expectation that application of fluoride varnish should be part of 
preventive care provided in medical offices. 
The American Academy of Pediatrics recently reported that almost two dozen 
state Medicaid programs have some type of initiative in which physicians and other 
primary care clinicians provide preventive dental services.13 Yet exactly how many 
functioning programs exist in the United States is unclear. Little is known about these 
programs beyond some limited information about the benefits included in insurance 
coverage. Further, these initiatives usually are defined for purposes of recording state-
level implementation by the present of only one benefit, fluoride varnish.  
The purpose of this study is to conduct a national survey of state Medicaid 
programs to determine: 1) the number of state Medicaid programs in which non-dental
 primary health care providers deliver preventive dental services for children and their 
stage of adoption; 2) the characteristics and perceived attributes of these initiatives; and 
3) the experiences of Medicaid programs in developing and implementing these 
initiatives. We also test the relationship between perceived attributes of these preventive 
dental initiatives held by Medicaid dental program managers and stage of adoption. We 
surmise that information on perceptions of initiative attributes held by program managers 
will be useful in understanding the diffusion of these preventive dental initiatives in state 
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Medicaid programs and ways in which they can be more easily diffused to other state 
program.
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
METHODS 
A web-based, on-line survey was administered to state Medicaid Dental Directors 
or their designee in all states and the District of Columbia in the fall of 2008 to assess the 
diffusion and adoption of preventive dentistry programs or initiatives in non-dental 
settings.  For purposes of the study, a program or initiative was defined in the survey as 
any activity by the Medicaid program in this regard from “adding a single benefit such as 
reimbursement of fluoride varnish to more comprehensive preventive dentistry initiatives 
that include reimbursement for additional service such as oral health risk assessments, 
parental counseling about oral health, or training of physicians.”  The University of North 
Carolina at Chapel Hill Institutional Review Board approved all study activities.  The 
survey also was approved by the Medicaid and State Children’s Health Insurance 
Program Dental Association (MSDA).   
Identification of Sample Frame 
The sample frame of Medicaid dental managers was identified and confirmed 
through a number of steps taken before the distribution of the questionnaire.  We first 
identified dental program managers by using a directory maintained by the Centers of 
Medicare and Medicaid Services (CMS).  The CMS list was compared with a MSDA 
membership list and differences were resolved through correspondence with individuals 
who were knowledgeable about the states in question.  If the position was vacant or we 
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could not otherwise identify the dental program manager, we identified the person 
currently responsible for the program using information from various sources.
Development of Survey Instrument 
Diffusion of innovation theory was used as the framework for the study, with an 
emphasis on innovation attributes. This theory allows one to see how a service, product 
or idea is dispersed within a group, and how innovations are adopted.38 Delivery of 
preventive dental services (e.g., fluoride varnish) by physicians is considered an 
“innovation”, usually defined to be any activity that is perceived to be new by a potential 
adopter, a Medicaid program manager in this study.  The way in which adopters perceive 
the attributes of an innovation can affect adoption and implementation.  Rogers 39 has 
suggested that as much as 49% to 87% of the variation in adoption can be accounted for 
by these perceptions. The five most commonly studied attributes in the diffusion of 
innovation theory are relative advantage, complexity, compatibility, trialability, and 
observability. Relative advantage usually is defined as the degree to which an innovation 
is more advantageous than current practice. Complexity measures whether the innovation 
is difficult to understand or is complicated to use.  Compatibility seeks to find out if the 
innovation fits with the adopter’s existing values, past experiences and needs.  
Obervability measures whether the results are visible to others. It also explores the 
outcomes of having the new innovation.  Finally, trialability measures whether the 
innovation can be tested or tried on a limited based before wide scale adoption. 
QualtricsTM, a commercially available software package developed for conducting 
Internet-based surveys was used for survey design and the management of its distribution 
to survey respondents.  For states with a program, the online survey contained 45 
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questions in five major domains: status of preventive dental initiatives (familiarity, stage 
of adoption, attributes); barriers to adoption and implementation (knowledge, provider 
support, legal issues, administrative concerns); characteristics of the initiative (services, 
reimbursement amounts, benefit specifications); training of medical providers 
(requirements, didactic method, content, support materials); and preventive dental 
initiative performance and outcomes.  Application of skip patterns built into the survey 
resulted in a smaller number of items for those who did not have a preventive dentistry 
initiative. 
Stages of Change categories specified in the Transtheoretical Model of 
DiClemente and Prochaska40 were used to classify state Medicaid programs according to 
one of six categories of adoption and implementation. States with programs indicated 
whether the initiative had been in place for more than or less than 12 months.  States 
without an initiative were asked to indicate their intentions to implement one (in the next 
6 months, in next 6-13 months, not in next 12 months).  A final category was for 
programs that might have started a preventive dental initiative but discontinued it. 
Attributes of the preventive dentistry initiative that could contribute to its 
adoption by state Medicaid programs included relative advantage (5 items), complexity 
(3 items), compatibility (3 items), observability (4 items), and trialability (3 items).  
Content of these 18 items was based on first-hand knowledge of the IMB program in 
North Carolina and a review of the literature.  The format for these items was based on an 
instrument developed by Moore and Benbashat41 for a study of adoption of an 
information technology innovation. Items were rated by respondents using a five-point 
likert scale that ranged from “strongly influence the decision to adopt” to “did not 
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influence decision”.  A “don’t know” response also was included as a response option. 
Other domains and items included single and multiple closed responses as well as open-
ended responses.  Dental services that are possible candidates for a preventive dental 
initiative included as response options for certain questions were based on recommended 
guidelines for physicians’ involvement in oral health practices. 
The questionnaire was pilot tested with the four MSDA officers, all of whom 
were Medicaid dental managers, two dental school faculty members, a person who does 
most of the dental training of physicians for one state Medicaid initiative, and a person 
experienced in survey research.  The pilot study helped to correct wording, structure, and 
navigational problems with the online survey. 
Data Collection and Follow-up 
Once the QualtricsTM on-line survey was activated, an email invitation soliciting 
the participation of dental program managers was sent in two waves of four invitations 
followed by invitations to the remainder of the sample.  The email directed respondents 
to a secure website at the University of North Carolina at Chapel Hill where they 
completed the electronic questionnaire using the QualtricsTM electronic survey tool.   
Follow-up emails were distributed every week to non-respondents beginning the 
week after the initial invitation for a maximum of seven cycles. After the seventh cycle a 
one time follow-up phone call was made to non-respondents who could be contacted. 
For those who were contacted by phone and declined to participate, a follow-up question
 asked: “Do you have a program in which primary care physicians provide preventive 
dental services?”  Those who did not respond to follow-up emails or phone calls were 
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sent a pdf file of the survey by email with instructions for it to be returned to the 
principle investigators by fax. As a final attempt at gaining the participation of study 
subjects, officers of the MSDA and state dental directors contacted some of the non-
respondents. 
Data Analysis 
Descriptive statistics were performed initially using QualtricsTM.  Survey 
responses also were downloaded into a database and analyzed with Stata analytical 
software (StataCorp LP, Release 10, 2007. College Station, TX) to address specific study 
questions that could not be answered with the descriptive analysis.  Differences in dental 
program managers’ perceptions of attributes according to stage of adoption of preventive 
dental initiatives were tested using Chi-square statistics.
 
  
RESULTS 
 Forty-five of the 51 questionnaires distributed were completed for a response rate 
of 88%. Forty of the surveys were completed online using QualtricsTM, and five were 
self-administered using the pdf file distributed by email as a follow-up. We found that 
lack of time, the number of dental surveys being conducted concurrently with this survey, 
the need for dental managers to obtain permission of their supervisors before responding, 
personal leave (e.g. illness, family obligations), and job vacancies were the primary 
reasons for either delays in response or a lack of response. Stage of adoption was 
confirmed for states that did not complete the survey through either access to on-line 
information or telephone communication, resulting in a 100% response rate for that one 
variable.  
 Results show that adoption of the medical model for delivering preventive dental 
services by state Medicaid programs is becoming widespread in the United States 
(Figures 1 and 2). Twenty-four (54%) of the 45 responding states have an oral health 
initiative as defined by the survey (Figure 1).  About half of those initiatives have been in 
place for less than a year. Another 10 states (23%) plan to start a preventive dental 
initiative with physicians within the next six to twelve months. Only 11 states (24%) had 
no plans for implementing a program within the next 12 months. Additional information 
confirmed the stage of adoption for five states (Idaho, Illinois, Mississippi, West Virginia 
and Wisconsin) that did not complete the survey (included in Figure 2). Three of these 
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five states have initiatives, resulting in a national total of 27 states and the District of 
Columbia.
 The relationship between perceived attributes of the medical model and adoption 
status are presented in Tables 1 and 2. For Table 1, the individual items within each of 
the five attributes are collapsed and a percent distribution is presented of how strongly the 
attribute affected implementation of the initiative by stage of adoption. Overall, relative 
advantage had the strongest influence on implementation status and trialability had the 
least influence.  The other three attributes influenced the decision to implement at a level 
between the other two.  Dental program managers assessment of the importance of each 
attribute differed at a statistically significant level by stage of adoption for relative 
advantage, trialability and observability.  These differences in the distributions were 
primarily because responders for states without a program generally were more likely to 
not know whether the attribute would influence adoption or not.  The possibility of 
experimenting with the innovation was not as important among those states that were in 
the process of planning a program for implementation. 
The influence of individual items within some of the attributes was stronger than 
for other items in that same attribute or across different attributes (Table 2). For example, 
those states with an existing program and those planning a program reported that 
evidence of initiative effectiveness, as well as its impact on access to care and oral health 
status strongly influenced their decision while the impact on the budge was less 
important. On the other hand, Medicaid programs with a program or about to implement 
a program reported that the complexity of the program had little to no influence on 
implementation (mean score for existing=4.65; mean score for planning=4.78).  Items 
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within the trialability attribute varied little in their influence on the decision to implement 
an initiative. 
The preventive dental services that states consider to be the components of their 
innovation are displayed in Figure 3. Topical fluoride application was offered by all 
states, followed by referral for follow-up dental care (70%). The reimbursement rate for 
states that allowed fluoride varnish application ranged from $12.00 to $53.30 
(mean=$21.65) (Table 3). The reimbursement rate for an oral assessment ranged from 
$25.00 to $39.00. The reported age for children who are eligible to receive these services 
included birth to 21 years of age. Three states reported that they allowed the preventive 
dental services to be provided only one or two times a year (category option did not allow 
for distinguishing between 1 and 2 times), nine states allowed the services three or four 
times a year, and three states five to six times a year. 
All states reported that their Medicaid guidelines specify the use of various 
procedures and materials to support the initiative itself or the clinical provision of 
services. Most Medicaid programs (57%) with an initiative do not notify or educate 
families about the preventive dental initiative in their area. However, 43% did provide 
some type of educational information. They alerted families about the initiative once they 
were enrolled for Medicaid through mailings, member handbooks or by simply relying on 
physicians to share the information with their patients. Most states (56%) had guidelines 
on exactly how to document results of clinical evaluations, including information on how 
to record and where to place recorded information. 
Thirteen questions on the survey focused on the training of physicians to provide 
preventive dental services. One-half of the states with an initiative require physicians to 
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be trained to receive reimbursement, and 78% have training available (Figure 4). Online 
courses and distribution of materials is the primary method of training, followed by in-
office technical assistance, CE courses in lecture format, and CE courses with hands on 
demonstration. Time spent on training ranges from 1 to 4 hours, with 2 hours or less 
being the frequent. 
The most common topics included in the training were information on preventive 
services (fluoride, conducting oral evaluations, anticipatory guidance, risk factors for 
dental disease, etiology of dental disease) and Medicaid requirements for providing the 
service (Table 4). Approximately one-half or more of states reported that training was 
provided by someone in the dental field (i.e., dentist or dental hygienist), or a pediatrician 
(Table 5). Most states (59%) provide some type of support and materials for physicians 
who may have questions or who are in need of guidance. This support is provided by 
telephone, Internet, email, newsletter and in-office technical support. Only one state 
reported that they do not make any support available to physicians participating in their 
initiative. 
States with an active initiative, those planning to implement one within the next 
12 months and states that did not have a program, but had considered having one at some 
point were asked to identify the extent to which each of 15 barriers affected 
implementation of their initiatives (Table 6). The most commonly reported barriers to 
program implementation were administrative ones (limited budget to add new benefits, 
concerns about reimbursement codes, and low reimbursement rates for preventive dental 
procedures).  
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Another important and frequent barrier reported by dental program managers that 
affected implementation was a lack of access to information about starting a program. 
One question from the questionnaire focused on types of information that were sought 
out to design and implement an initiative and how useful they found the resource. Eighty-
four percent of those states with a program or implementing a program sought 
information from other state programs and 87% sought information from the scientific 
literature or other published information.  Seventy-four percent of those that sought 
information from these sources found the information to be useful.
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
DISCUSSION 
 This survey indicates that initiatives where physicians provide preventive dental 
services for children enrolled in Medicaid are becoming widespread in the United States.  
Twenty-seven state Medicaid programs have implemented some type of initiative. About 
one-half of those states with initiatives in place have implemented theirs within the last 
12 months and another 10 states are planning to implement initiatives one in the next 12 
months, leaving only 11 states without an initiative that they consider an innovation. This 
finding suggests that Medicaid programs are committed to improving access to 
preventive dental services among young children enrolled in their programs.   
This study found that Medicaid programs considered a number of different types 
of preventive dental services as being a part of the innovations adopted and implemented 
by their programs. As part of these initiatives, primary care providers are being 
encouraged to perform oral screenings for risk of and presence of dental diseases, 
referrals, fluoride varnish applications, and parental/child counseling. This study did not 
provide information about the net effect of these initiatives on the number of children 
who are gaining access to preventive dental services who otherwise would not get them. 
But potentially large numbers of children at high risk for dental caries are benefiting from 
these initiatives through increased access to preventive dental services. The primary goal 
of these initiatives is to deliver preventive services to populations at high risk of caries to 
avoid the need for subsequent, more invasive treatment.17 
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Gonslaves et al.30 believe that primary care practitioners delivering care to 
children before 2 years of age have the opportunity to provide oral health services up to 
seven times more frequently than dental professionals if performed in conjunction with 
well-child visits. Low-income children living in states with these initiatives also have 
increased opportunities to get help finding the dental treatment services they need 
because most states considered screening and referral to a dentist to be part of the 
initiative. Some states even reimburse physicians to provide these services although 
historically they have been considered as a required EPSDT benefit. Oral health 
disparities cannot be addressed adequately without collaborative efforts among dentistry 
and medicine and other health professions.29  
 Results of this study indicate that regardless of stage of adoption, relative 
advantage is considered by Medicaid dental program managers to be the initiative 
attribute that has the strongest influence on implementation.  Relative advantage focuses 
on costs and benefits, and is known to be one of the best predictors of diffusion of 
innovations. 39,42 Results from this study imply that effectiveness of the innovation in 
improving access to preventive dental services, the oral health of children enrolled in 
Medicaid, and the quality of preventive dental services provided for children in Medicaid 
are more important than other attributes in adoption. Support for this particular attribute 
not only suggests that states are more prone to adopt a program based on effectiveness 
considerations than other attributes, but also reflects that these states genuinely want to 
improve oral health care for children enrolled in their Medicaid programs. 
Relative advantage, which appears to have the strongest influence on a 
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Medicaid organization’s decision to implement a preventive dental initiative seems to 
focus on the external value of the innovation, meaning that it is concerned with the 
improvement of the person the organization is charged to serve. The other four attributes, 
as defined for this study, focus primarily on how the preventive dentistry initiative will 
help the organization itself.  For example, some items solicit opinions about whether the 
initiative is compatible with other initiatives that are already in place in the organization, 
or if Medicaid programs would need to make adjustments internally to start the new 
initiative. 
 Lack of familiarity with oral health issues may make it difficult for pediatricians 
to promote oral health and suggests the need for more formalized training and standards 
for preventive oral health counseling and care.1 Results show that one-half of states do 
not require that physicians be trained to provide preventive dental services in order to 
receive reimbursement. Further, about 1 in 5 of the states with an initiative do not ensure 
that training is available for physicians who might want to learn how to provide 
preventive dental services.  The number of physicians who participate in any type of oral 
health training generally is unknown.  Even for those states that require training, it 
usually consists of on-line courses.  Participation in training sessions or the effectiveness 
of continuing medical education is not known.  Poor quality of care resulting from 
inadequate training could weaken the possible effectiveness of preventive services and 
reduce their impact on oral health at the national level.  
 Medicaid dental program managers identified several barriers that they faced 
when planning and implementing their initiatives. One of the barriers ranked the highest 
by dental managers was budget limitations on adding new benefits.  With the current 
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economic climate, it may become more difficult for Medicaid programs that were 
intending to implement a program in the next few months to start such a program. Two 
other barriers that affected the ability of programs to implement an initiative were low 
reimbursement rates for preventative dental procedures, and concerns about 
reimbursement codes (CDT or CPT). Studies consistently find that a major barrier to 
dentists’ participation in Medicaid is the low rate of reimbursement for dental services. 
Dental program managers in turn perceive rates at which their Medicaid programs are 
able to reimburse non-dental Medicaid providers for these services to be inadequate. 
Policy and Practice Implications  
We found that the majority of state Medicaid programs with an initiative make 
training opportunities available to primary care clinicians who wish to participate, but 
only about one-half require any training for reimbursement. Many barriers to providing 
preventive services in medical practice have been reported, and achieving changes in 
practice is known to be difficult. Oral health knowledge is low among physicians because 
they have little exposure to this subject in their training. In order to ensure that physicians 
are providing quality preventive dental care, Medicaid programs should ensure that 
effective continuing education programs are available. They also should have monitoring 
systems in place to ensure adequate training of providers.  For example, issuing a 
certificate or continuing education credit upon completion of online 
study would be one way to track physicians who are getting training. Administering a 
pre- and post-test to determine gains in physicians’ knowledge and confidence from 
training would also be a way to evaluate the success of training sessions within a 
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particular state. Training methods also should be based on the latest evidence of 
effectiveness. 
 Most states do not put a large emphasis on marketing their new preventive 
dentistry initiatives. Physicians, dentists and Medicaid enrollees should be made aware of 
oral health services that can be provided in medical offices. Marketing of the initiative 
can be done through newsletters to dentists, physicians, nurse practitioners and 
professional organizations to alert relevant providers about the services that they can 
provide for their patients. We found that 57% of states with a program do not notify their 
enrollees of the benefits made available in their preventive dental initiatives. Parents of 
enrolled children should be educated about services provided by the initiative and the 
importance of oral health through membership booklets or newsletters. Anxieties over 
difficulties in finding dental care might be reduced among some families if they knew 
that their primary care physician could help monitor and protect their children’s teeth.  
Equipping parents with knowledge of names and locations of physicians who provide 
these services could increase access to dental care and in turn, decrease the number of 
children with untreated decay. 
 We found that most states do not have a comprehensive preventive dentistry 
program for medical settings, but simply have added a fluoride varnish benefit to services 
that physicians can provide. The AAP and other professional organizations recommend 
that children should receive a number of age-specific preventive dental services, and that 
physicians should help ensure that children receive these services, particularly for very 
young children in communities with a shortage of dentists. Including screening, referral 
and counseling benefits in initiatives and their reimbursement for each might help ensure 
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that physicians have the time and resources to devote to providing these services. 
Ensuring that other services such as dental screening and referrals are available in 
medical practice will help physicians monitor oral health of their patients and link them 
to dentists
 The results of this study show that most states have implemented an initiative that 
includes oral health benefits, but few respondents were able to provide us with the 
number of recipients or the effectiveness of these services in preventing dental problems. 
According to the Centers for Disease Control and Prevention, the prevalence of ECC 
increased in the United States during the latter part of the 1990s and first half of the 
2000s. The innovations in preventive dentistry being adopted by Medicaid programs 
across the country has the potential to help reverse this trend in dental disease among 
preschool-aged children, but little is yet known about their impact.  States should work to 
monitor the impact of these initiatives on access to preventive dental care and the 
prevalence of ECC.  
Limitations 
Online surveys have a number of advantages, but they also have disadvantages 
that can affect survey results.  When distributing an online survey one must be careful of 
the email subject heading.  Many email systems send the survey to spam based on words 
in the subject heading.  Online surveys can get lost in the large amount of email dental 
managers receive.  Respondents might not read directions carefully, causing problems 
while they are taking the survey.  For instance with a self-administered survey a 
respondent can look back over their answers, erase and readdress an answer that they 
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may not have understood initially.  QualtricsTM does not allow respondents go backward 
in the survey once a section is finished, leading to some item non-response.  
Like other self-completed surveys, this one can suffer from various kinds of recall 
bias and threats to the validity of answers. Medicaid dental managers were not always 
certain about the content of what was being taught during physician training sessions 
because they were not responsible for the course, potentially causing some inaccuracies 
in responses. Some questions asked the respondents to recall information about events 
that might have occurred before they were employed in their position. Some dental 
program managers had been in their positions for a short amount of time, and might not 
have been fully informed about relevant Medicaid policy or involved in discussions when 
the advantages and disadvantages of the initiative were being discussed. Although the 
relatively early stage of diffusion of the innovation helps alleviate this concern, lack of 
knowledge about the initiative might have led them to choose the “don’t know” option, 
instead of answering with substantive information about their initiative.
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
CONCLUSIONS 
 
The National Call to Action to Promote Oral health7 lists the delivery of dental 
services by non-dental oral health care providers as one way to improve access to oral 
health care. This report also mentions that training health care providers to counsel 
parents about oral health, to conduct oral screenings as a part of routine physical 
examinations of the child and to make appropriate dental referrals can promote 
collaboration of medical, oral health and allied health professional personnel.  
Our study identified states that are working to change perceptions and standards 
about the practice of medicine in order to help address the crisis in dental caries in young 
children within the United States. Many states have developed initiatives for primary care 
providers so that they have the opportunity to help improve the oral health of America’s 
children. This study also determined the characteristics, barriers, and training methods for 
those that already have initiatives in place. Hopefully the information resulting from this 
study can be a resource for states that are interested in designing an initiative. 
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Table 1: Level of influence based on Diffusion of Innovation Theory  
Level of Influence Attribute Stage of Adoption 
Strongly 
Influenced 
decision 
Moderately 
Influenced 
decision 
Slightly 
influenced 
decision 
Did not 
influence 
decision 
Don’t 
know 
P-Value 
Existing 56% 31% 4% 3% 5% 
Plans 51% 22% 18% 4% 4% 
Relative 
advantage 
None 44% 20% 2% 11% 22% 
 
 
 
0.02 
Existing 32% 25% 9% 29% 4% 
Plans 15% 19% 15% 51% 0% 
Complexity 
None 19% 15% 19% 30% 22% 
 
 
 
0.16 
Existing 38% 29% 13% 14% 6% 
Plans 22% 22% 22% 30% 4% 
Compatibility 
None 26% 15% 7% 22% 30% 
 
 
 
0.11 
Existing 14% 17% 4% 51% 13% 
Plans 0% 7% 15% 70% 7% 
Trialability 
None 4% 11% 11% 30% 44% 
 
 
 
<0.01 
Existing 30% 38% 11% 12% 9% 
Plans 25% 33% 31% 6% 6% 
Observability 
None 17% 17% 11% 22% 33% 
 
 
 
<0.01 
Note: Chi-square based on comparison of collapses categories (“Strongly influenced 
decision”, “Moderately influence decision” and “Other”. 
 
 42 
 
 
 
Table 2: Mean Likert-scale Score for Individual Attributes by Program Adoption  
Adoption Status Attributes 
Existing 
(n=23) 
Plans 
(n=9) 
None 
(n=9) 
Relative advantage 
The program is effective in improving access to 
preventive dental services 1.91 1.67 2.56 
The program is effective in improving the oral health 
of children in Medicaid. 1.65 2.11 2.33 
The program is based on the latest evidence for 
caries prevention. 1.87 2.44 2.33 
The program would have a small impact on the 
Medicaid budget. 3.00 3.67 2.56 
The program would improve the quality of preventive 
dental services provided for children in our 
Medicaid program. 
2.35 2.00 2.56 
Complexity 
The program was too complex to implement. 4.96 4.78 2.89 
The dental procedures are easy for medical providers 
to learn. 2.26 3.22 3.22 
The procedures are easy for medical providers to 
integrate into their practices. 2.39 3.67 3.44 
Compatibility 
The program is compatible with other dental programs 
that we have for children. 2.83 4.44 3.00 
The program fits with our organization’s mission, goals 
or practices. 2.09 1.89 3.00 
We did not have to make many changes in our 
organization. 3.61 4.11 3.44 
Trialability 
We could try the program in local areas of the state 
without fully committing to it. 4.65 4.67 3.78 
Providers could easily try the intervention and stop it if 
they did not like it. 3.83 4.78 4.11 
For us, committing to the program was not an all or 
nothing decision. 4.00 4.89 4.11 
Observability 
Improvements in access to preventive dental services 
resulting from the program could be observed. 2.78 2.78 3.11 
Satisfaction of providers could be easily gauged. 3.87 3.56 3.78 
The results of the program would be apparent to me 
and others in Medicaid. 2.65 3.00 3.33 
The results of the program would be apparent to 
policymakers and healthcare leaders in the state. 2.70 3.00 3.33 
Note: 1=strongly influenced decision; 2=moderately influenced decision; 3=slightly influence decision; 4=did not influence 
decision; 5=don’t know. 
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Table 3: Preventive Dental Initiative Characteristics by State 
 Benefit Characteristics 
State 
Name of 
Dental 
Program 
Date started 
Medicaid 
and/or 
SCHIP 
Age 
eligibility 
for 
preventive 
dental 
services 
Services 
Provided 
Reimbursement 
For  
Fluoride Varnish 
Maximum 
number of times 
the recipient can 
receive services 
CA No name given 6/2006 Medicaid Under age 6 T.F.A $18.00 T.F.A-4 times per 
year 
CT Dental Carve 
out Initiative 
10/2008 Medicaid or 
SCHIP 
6-42 C.E, R.A, R.F.F, 
P.C.C, T.F. A, 
F.S 
$20.00 There is not a 
maximum number of 
services that can be 
reimbursed before a 
certain age 
FL No response 6/2008 Medicaid or 
SCHIP 
6-42 months C.E, R.A, R.F.F, 
P.C.C, T.F.A 
$27.00 C.E, 
R.A,R.F.F,P.C.C, 
T.F.A  
3-4 times per year or 
time period 
IA No name given January Medicaid 0-36 months T.F.A $14.55 T.F.A 3-4 times per 
year or time period 
KS No name given 1998 Medicaid 
and SCHIP 
0-21 years P.C.C and T.F.A $17.00 T.F.A 3-4 times Per 
year 
KY No name given No 
month/year 
given 
Medicaid or 
SCHIP 
No response C.E, R.F.F, 
P.C.C, T.F.A 
No amount given Certain age 
1  time T.F.A 
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State 
 
Name of 
Dental 
Program 
 
Date started 
 
Medicaid 
and/or 
SCHIP 
 
Age 
eligibility 
for 
preventive 
dental 
initiatives 
 
Services 
Provided 
 
Reimbursement 
for Fluoride 
Varnish 
 
Maximum 
number of times 
a recipient can 
receive services 
MA No name given 10/2008 Medicaid or 
SCHIP 
0-21 yrs C.E, R.F.F, 
P.C.C, T.F.A 
$26 No maximum 
number of services 
that can be 
reimbursed before a 
certain age 
ME No name given 8/2008 No Response 0-21 yrs R.F.F, P.C.C, 
T.F.A 
$12.00 T.F.A 3-4 times per 
year or time period 
MI No response 11/unknown Medicaid 0-35 months T.F.A and F.S No Response T.F.A 3-4 times a 
year 
MN No response 1/2008 Medicaid or 
SCHIP 
0-21 yrs C.E, R.A, R.F.F, 
P.C.C, and T.F.A 
$14.00 There is not a 
maximum number of 
services that can be 
reimbursed before a 
certain age 
MT No name given 10/2008 Medicaid 0-20 yrs C.E, R.A, R.F.F, 
and T.F.A 
$28.16 No maximum 
number of services 
to be reimbursed 
before a certain age 
or time period 
NC Into the Mouth 
of Babes 
2/2001  6-42 months C.E, R.A, R.F.F, 
P.C.C, T.F.A, and 
F.S 
 
$16.80 
5-6 times before 
certain age for C.E, 
R.A, R.F.F, P.C.C, 
T.F.A AND F.S 
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State 
 
Name of 
Dental 
Program 
 
Date started 
 
Medicaid 
and/or 
SCHIP 
 
Age 
eligibility 
for 
preventive 
dental 
initiatives 
 
Services 
Provided 
 
Reimbursement 
for Fluoride 
Varnish 
 
Maximum 
number of times 
a recipient can 
receive services 
ND No name given 1/2008 Medicaid or 
SCHIP 
6-21 months R.F.F, P.C.C, and 
T.F.A 
$19.43 P.C.C seven or more 
times per year/or 
time period 
T.F.A 1-2 times per 
year/ or time period 
NV No name given No response Medicaid or 
SCHIP 
0-20 yrs. T.F.A $53.30 C.E, R.A, and 
P.C.C, 1-2 times per 
year or time period 
T.F.A 3-4 times per 
year or time period 
OH No response No response Medicaid 0-36 months T.F.A  
$15.00 
T.F.A 1-2 times per 
year or time period 
OR Early 
Childhood 
Caries 
Prevention 
2000 Medicaid or 
SCHIP 
0-6 yrs.  C.E. R.F.F R.A. 
and T.F.A  
$13.19 T.F.A 3-4 times per 
year or time period 
RI Three Rite 
Care Health 
Plans? 
11/2008 Medicaid or 
SCHIP 
6 months and 
up 
T.F.A, Educating 
pregnant women 
during prenatal 
visits  
No response given No response 
SC No response 8/2007 Medicaid or 
SCHIP 
0-3 yrs  C.E, R.A, R.F.F 
AND P.C.C 
$22.10 T.F.A 1-2 times per 
year or time period 
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State 
Name of 
Dental 
Program 
Date started Medicaid 
and/or 
SCHIP 
Age 
eligibility 
for 
preventive 
dental 
initiatives 
Services 
Provided 
Reimbursement 
for Fluoride 
Varnish 
Maximum 
number of times 
a recipient can 
receive services 
UT No name given 10/06 Medicaid 6-36 months C.E, R.A, R.F.F 
P.C.C, T.F.A, and 
F.S 
$15.00 1-2 times per year or 
time period for C.E, 
R.A, P.C.C, T.F.A 
VA No name given January Medicaid or 
SCHIP 
0-2 yrs. R.F.F, P.C.C $20.79 5-6 times per year or 
time period 
VT No response 1/2008 No response 0-3 yrs. R.A, R.F.F, 
P.C.C 
Does not reimburse 
for fluoride varnish 
1-2 times per year or 
time period R.Aand 
P.C.C 
WA Access to Baby 
and Child 
Dentistry 
1/1998 Medicaid or 
SCHIP 
0-6 to receive 
reimbursement 
for oral health 
education 
0-21 For all 
other services 
R.A, R.F.F, 
P.C.C, and T.F.A 
F.S 
Topical Fluoride 
$23.41 
 
T.F.A 3-4 times per 
year 
 
C.E, R.A, AND 
PCC 1 time a year 
 
T.F.A: Topical Fluoride Application    F.S:  Fluoride Supplements  
R.A: Risk assessment of dental disease    
C.E:  Clinical evaluation of children for dental disease 
R.F.F:  Referral for follow-up care 
P.C.C:  Parent/Child counseling on oral health
47 
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Figure 4: Percent of States with 
Training Available and that Require 
Training
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Table 4: Course Topics Included in Training of Primary Care Physicians in States 
with an Initiative 
Course topics Percent of those 
states answering 
question (n=18) 
Percent of those 
states with an 
initiative (n=23) 
Fluoride (types, procedures, guidelines) 94% 83% 
Anticipatory guidance (e.g., non-nutritive 
sucking, nutrition) 
88% 78% 
How to perform oral evaluations 88% 78% 
Risk factors for dental disease 81% 72% 
Patient positioning information 81% 72% 
Billing information 75% 67% 
Etiology of dental disease 69% 61% 
Dental questions to ask patients or parents 69% 61% 
Medicaid requirements for providing 
services 
69% 61% 
Information regarding referral 56% 50% 
Trends in oral health 44% 39% 
Information about best practices for 
preventive oral health services 
38% 33% 
Dental terminology 38% 33% 
Oral development 38% 33% 
Behavior management 31% 28% 
Child abuse and neglect 13% 11% 
Managing oral injuries 13% 11% 
Other:  Dental home Concept 7% 6% 
Other: Pregnancy Oral health 6% 6% 
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Table 5: Percentage of Those Who Conduct Training Sessions 
List of those who conduct 
training sessions 
Response 
Sample 
Size 
Percent 
Yes 
Percent of those 
who make 
programs 
available (n=23) 
Dentists 9 67% 33% 
Dental Hygienist 12 50% 33% 
Pediatricians 10 50% 28% 
Other state health 
department staff 
11 45% 28% 
Nurses 8 13% 6% 
Dental Assistants 8 13% 6% 
Medicaid Staff 9 11% 6% 
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Table 6: Percent Reporting Factor to be a Barrier to 
Initiative Implementation 
1.  Limited budget to add new benefits (n=36) 78% 
2.  Concerns about reimbursement codes (CDT or CPT) (n=34)  76% 
3.  Concerns about type of claim form to use (CMS-1500 or ADA) (n=35) 66% 
4.  Low reimbursement rates for preventative dental procedures (n=32) 63% 
5.  Lack of sufficient personnel to implement or oversee program (n=35) 63% 
6.  Lack of access to information about starting a program (n=33) 52% 
7.  Lack of interest from physicians (n=33) 51% 
8.  Opposition from organized dentistry (e.g., dental or dental hygiene 
associations) (n=36) 50% 
9.  Required changes in Medicaid administrative rules or State Plan 
(n=35) 49% 
10.  Need to update computer systems to accommodate preventive 
dental program (n=35) 43% 
11.  Medical practice act issues (n=35) 37% 
12.  No carve out for preventive dentistry program (n=34) 35% 
13.  Lack of interest from medical societies (e.g., State AAP chapter) 
(n=31) 32% 
14.  Required off label use of fluoride varnish (not approved by FDA as 
caries preventive agent) (n=32) 34% 
15.  Lack of support from Medicaid administration (n=35) 29% 
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APPENDiX 
(Survey sent by PDF to Non-Respondents as final attempt) 
 
 
Thank you for taking the time to complete this questionnaire.  Your  
input will provide valuable information to help expand preventive 
dental  
services for children enrolled in Medicaid programs.  Please answer 
all  
questions to the best of your ability by checking the circle beside  
your answer or by writing the requested information in the space  
provided.  
  
Please provide the following information about yourself:  
  
Your state: __________________________  
  
Name of your primary agency: ______________________  
  
Your position title: _______________________________  
  
How long have you been  
  in this position (in years) _______________________  
 
 
The following questions ask about your familiarity with Medicaid  
initiatives that encourage physicians and other primary care health  
professionals (e.g., physicians assistants, nurse practitioners, nurses)  
to provide preventive dental services and what your state might be  
doing in this area.  Throughout the survey “initiative” refers to  
efforts by your state Medicaid program that can range from adding a  
single benefit such as reimbursement of fluoride varnish to more  
comprehensive preventive dentistry initiatives that include  
reimbursement for additional services such as oral health risk  
assessments, parental counseling about oral health, or training of  
physicians. 
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Q1. How familiar are you with state Medicaid initiatives that  
 promote the provision of preventive dental services in 
 medical care settings?  
  
 Ο Very familiar  
 Ο Somewhat familiar  
 Ο Not familiar  
  
Q2. Does your state Medicaid program have an initiative in 
 which non-dental primary health care providers (e.g., 
 physicians, physicians assistants, nurses) provide 
 preventive dental services in medical care settings?  
  
 Ο Yes, we have had one for more than 12 months  
 Ο Yes, we have one, but it has been in place for less than 12 
 months  
 Ο No, we had one, but it was discontinued  
 Ο No, but we intend to implement one in the next 6 months  
 Ο No, but we intend to implement one in the next 12 months  
 Ο No, and we do not intend to implement one in the next 12 
 months  
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Q3. 
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Q4. Have you or anyone else in your Medicaid program 
 considered developing a preventive dental initiative for 
 primary care medical providers?  
  
 Ο   Yes  
 Ο   No  
 
 
  
 
 If “no”, please explain why not in the space below.   
 You then have completed the survey.  Please return  
 the survey by fax or regular mail to the address  
 provided on the last page of the survey or in the  
 enclosed envelop.  
  
 
 
 
 
 
 
 
 
 
Q5. If “yes”, please answer the questions on the next page about  
 obstacles that you think you might face in developing this  
 preventive dentistry initiative for physicians and other non-  
 dental providers.  
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Q6. To what extent would each of the following factors affect 
 your state Medicaid program’s ability to implement a 
 successful  preventive dental initiative for primary care 
 medical providers? 
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Q7. Are there any other barriers that affected your state 
 Medicaid program’s ability to start or expand a preventive 
 dental initiative for primary care medical providers in your 
 state?  
  
 Ο   Yes  
 Ο   No  
  
If “yes” please specify any additional barriers below or the next 
page.  
 
 
 
 
Additional barriers?  
  
Thank you for completing this survey!  
  
Please return it to the following address. 
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